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Lumbar hernias are uncommon and about 300 cases have been reported till date. They commonly occureceived in revised form 21 June 2014
ccepted 27 July 2014
vailable online 11 December 2014
due to trauma, surgery and infection. They are increasingly being reported after motor vehicle collision
injuries. However, spontaneous lumbar hernias are rare and are reported infrequently. It is treated with
different surgical approaches and methods. We report a case of primary spontaneous lumbar hernia
which was repaired by transperitonial laparoscopic approach using Vypro (polypropylene/polyglactin)
mesh and covered with a peritoneal ﬂap.
© 2014 Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open access article
he CCunder t
. Introduction
Lumbar hernias are rare among all other hernias. Hafner et al.1
tated that general surgeons will get only one opportunity to repair
lumbar hernia during their life time due. However, due to the
ncreased incidence of traumatic etiology and the advances in diag-
ostic methods available, lumbar hernias are encountered more
requently in current practice.
Lumbar hernia was ﬁrst suggested by P. Barbette in 1672 and
.J.C. Garangeot published a case for the ﬁrst time in 1731. Since
hen, only about 300 cases have been reported.2
The lumbar region is bordered superiorly by the 12th rib, infer-
orly by the iliac crest, medially by the erector spinae muscles
nd laterally by the external oblique muscle. Lumbar hernias occur
hrough two potential weak spaces, which are superior and infe-
ior lumbar spaces. Inferior lumbar space was described by which
s bordered by the iliac crest inferiorly, external oblique muscle
aterally, latismus dorsi muscle medially. Superior lumbar space
hich is the larger one was identiﬁed. It is an inverted triangle and
he base is formed by 12th rib and the lower edge of the serrratus
osterior inferiormuscle, anterior boundary is formed by the inter-
al oblique muscle and the roof is formed by external oblique and
atissimus dorsi.2 Initially, it was believed that inferior lumbar her-
ias are more common but later studies have shown that superior
riangle hernias are much more common.
There are different classiﬁcations of the lumbar hernias apart
rom the site of their occurrence. They can be congenital or
cquired. Acquired hernias can be primary/spontaneous and sec-
ndary. Secondary lumbar hernias can occur due to trauma,
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infectionsor following surgical interventions. Primary spontaneous
hernias are the rarest among all the presentations.
2. Case report
A 33-year-old male presented with progressively enlarging
swelling in the right loin. There was no history of trauma, fever,
weight loss and any associated bowel or urinary complaint. There
was no signiﬁcant past medical or surgical history.
On examination there was a 5 cm×5 cm partially reducible non
tender mass located in the superior lumbar triangle which was
prominent during valsalva maneuver. Computer tomography (CT)
scan was done which conﬁrmed the diagnosis of superior lumbar
hernia, Fig. 1.
The patient required surgical treatment and posted for laparo-
scopic lumbar hernia repair.
He was placed in left lateral position. Pneumoperitoneum cre-
atedbyopen techniqueand threeportswereused. 10mmumbilical
port and two other 5mm ports were inserted in right hypochon-
drium and right iliac fossa. The posterior abdominal wall was
approached and a peritoneal ﬂap was elevated. The posterior
abdominal wall defect was identiﬁed and the content was reduced,
Fig. 2.
The retroperitoneal fatwhichwasherniating through this defect
was reduced and a single 3/0 Vicryl stitch was placed to approxi-
mate the defect. The size of defect was measured and 15 cm×9 cm
Vypro mesh was positioned over the defect keeping margins of at
least 4 cmall around. Themeshwas anchoredwith tacks to the pos-
terior abdominal wall, Fig. 3, and then covered entirely with the
previously elevated peritoneal ﬂap, Fig. 4. The ﬂap was anchored
with additional tacks.
The patient recovered very well without any post operative
complications and was discharged home on the third post-op day
on analgesics.
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Fig. 1. Axial view, CT abdomen showing the lumbar hernia.
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Fig. 3. Mesh placed over the defect and anchored with tacks.
cle, latissimus dorsi muscle and fascia lata.3 But the recurrenceFig. 2. Retroperitoneal opend and the L hernia contents being reduced.
. Discussion
Primary lumbar hernias present most commonly as a palpa-
le mass which increases in size on coughing. They are usually
educible and may disappear in supine position. Patients may
resent with nonspeciﬁc abdominal pain or back pain which
ay represent sciatica. There are occasions when lumbar hernias
ay lead to bowel obstruction and sometimes urinary obstruc-
ion resulting in hydronephrosis. The most common differentialFig. 4. Peritonial ﬂaps were used to cover the entire mesh.
diagnoses are lipomas, ﬁbromas, hematomas, abcesses, intraab-
dominal/retroperitoneal tumors and panniculitis.
X-rays may not be helpful in diagnosis and CT scan remains the
routine method of investigation. In selected patients MRI also has
a role in diagnosing and planning the surgical treatment.
91% of the patients present as non emergency cases and only 9%
present as surgical emergencies to the hospitals.9 Surgical treat-
ment is the only option and it should be considered early to avoid
complications. Earlier, most of the lumbar hernias were repaired
primarily using muscle ﬂaps from gluteus major and medius mus-rate was very high due to poor fascial strength and high tension
of the repair. Later, artiﬁcial mesh with polypropylene, Marlex, or
prolene was used to bridge the defect. The Dowd-Ponka technique
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f repairing lumbar hernias involves making an incision over the
ernia site and reducing the contents to the abdomen, followed
y covering the defect with prosthetic mesh which is sutured to
he external oblique, latissimus dorsi and the lumbar periostium.
his is followed by constructing a gluteal fascial ﬂap to cover the
efect approximating the external oblique and latissimus dorsi
uscles.4 In 1996 the ﬁrst transabdominal laparoscopic approach
as introduced by Burick and Parascandola.5 The balloon dissec-
or was used in 1999 for total extraperitonial approach which
as described by Woodward et al.6 A paper published in 2005
hows a prospective study of lumbar hernia repairs – classical
ersus laparoscopic approaches. It has shown statistically signiﬁ-
ant lower morbidity rates, shorter length of hospital stay, reduced
nalgesics requirement and earlier return of normal activity in the
aparoscopic group.7 Synthetic mesh for hernia repair has the com-
lications of infection, bowel obstruction and ﬁstula formation.
ore recently use of biosynthetic mesh made of human acellular
ermis has been used with good results especially in contaminated
ounds.8 Even though therearemultipleoperativewaysdescribed,
here is no recommendation for any one of these approaches.
. Conclusion
Lumbar hernias are rare. A good history and general physical
xamination can rule outmost of the differential diagnoses. CT scan
hould be done as a routine prior to planning surgical approach
nless the patient presents with life threatening complications.
ven though the data available to us regarding the management of
umberhernias are limited, current literature suggests laparoscopic
pproach is the best method of treatment. Open surgery should be
eserved for patients who have very large defects or after failed
aparoscopic approach. The operative technique should be planned
ased on the size of the hernia, location, contents, etiology, chances
f recurrence and the availability of facilities and expertise in the
ospital.
Written informed consent was obtained from the patient for
ublication of this case report and case series and accompanying
mages. A copy of the written consent is available for review by the
ditor-in-Chief of this journal on request”.
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Key learning points
• Lumbar hernias are rare and good history and general physical
examination can rule out most of the differential diagnosis.
• CT scan should be done as routine prior to planning surgical
approach unless patient is in life threatening emergency situa-
tion.
• Even though the data available for us regarding the management
of lumber hernias are limited current literature suggests laparo-
scopic approach is the best method of treatment.
• Open surgery should be reserved for patientswhohave very large
defects or failed laparoscopic approach.
• The operative technique should be decided on the size of the
hernia, location, contents, etiology, recurrence and availability
of facilities and expertise of the hospital.
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